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Abstract
As of 2017, there were 111,360 females in a state or federal correctional facility (Bronson
& Carson, 2019). Many women in prison are mothers with 5-10% being pregnant while
imprisoned (Baldwin, Sobolewska, & Capper, 2018). Some programs have started in female
prisons with the goal to provide opportunities to nourish relationships with their children and
educate on prenatal health, mental and physical health, and parenting skills. One of these
organizations is the Minnesota Prison Doula Project (MnPDP) which utilizes the skills of doulas
to provide supportive care to the incarcerated women of the Minnesota Correctional
Facility-Shakopee (MCF-Shakopee). MCF-Shakopee is the only female prison in Minnesota.
The MnPDP has incorporated doula care, group education, one-on-one counseling, and
supportive visitation into their program. Although they provide supplemental education for their
contracted doulas on many subjects in incarcerated health, they did not have any formal
education on postpartum depression (PPD).
Therefore, this project focused on creating an education module for the doulas of the
MnPDP in order to provide a more comprehensive understanding of PPD. Additionally, a
pamphlet was made for the incarcerated women’s use and distributed by the doulas. As a result
of this project, the awareness of PPD in incarcerated women improved in the doulas as
determined by pre-test and post-test scores surrounding the education module.
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Chapter One: Introduction
Introduction
The experience of birth changes a mother’s life forever. The newborn smell, hearing the
baby’s first cry as they meet the world, and the flood of emotions that fill the room are
components of every birth story. The beauty of connecting with a baby before they are born,
along with the physical and emotional changes that occur during and after birth are confusing yet
exciting. Imagine instead, within 72 hours of delivery, a mother being separated from her baby,
and then shackled, transported back to prison, strip searched, and sent back to her cell knowing
she will not be able to see her child for six weeks. This is what happens for many incarcerated
women across the United States. Not being able to physically and emotionally connect with a
baby, as well as additional predisposing mental and social risk factors, can both be detrimental to
a mother’s mental health and increases the risk for postpartum depression (PPD).
PPD is a mood disorder affecting up to 15% of all mothers (Doyle, Carballedo, &
O’Keane, 2015). Although every woman can develop PPD, incarcerated women are at a higher
risk. The Minnesota Prison Doula Project (MnPDP) has recruited doulas to work with women at
the Minnesota Correctional Facility-Shakopee (MCF-Shakopee) as well as at surrounding
correctional facilities. Monthly training is provided to further educate the doulas on serving the
incarcerated population. The role of the MnPDP is to provide supportive visitation and
counseling on parenting and prenatal health. To enhance the effectiveness of the doulas, proper
education on PPD is essential. In this chapter, the goal, purpose and significance of this project
will be discussed in addition to the current research and the knowledge gaps this project intends
to fill.
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Background
Over the past 25 years, the United States prison population has more than quadrupled
(Wilper et al., 2009). As of 2017, roughly 1.5 million individuals were incarcerated in a state or
federal prison (Bronson & Carson, 2019). In addition to a lack of regular healthcare access,
incarcerated individuals have increased social determinants of health (SDoH) including higher
levels of poverty and lower education (Becker & Alexander, 2016). Therefore, the prison
population is at a higher risk for mental, physical, and social disorders (Cropsey, Wexler,
Melnick, Taxman, & Young, 2007). More specifically, incarcerated women suffer from mental
illness more than women in the general population (Ferszt & Clarke, 2012). Due to the
frequency of physical and emotional abuse, incarcerated women have a high prevalence of
post-traumatic stress disorder, poor self-esteem, and depression (Ferszt & Clarke, 2012).
Although many prisons offer routine medical screening/health services, spiritual services, and
mental health counseling, many incarcerated individuals may not have access to these resources
(Cropsey et al., 2007).
According to the National Commission on Correctional Health Care (NCCHC), in 2012
women represented 9% of the incarcerated population in the United States. This is an eightfold
increase over the last 30 years with the rate of females entering prison surpassing that of males
(Cropsey et al., 2007; Meine, 2018). Due to the increase in women convicted of nonviolent drug
crimes, original prison regulations enacted for men convicted of violent crimes are becoming less
applicable (Rebecca Project for Human Rights [Rebecca Project], 2010). Largely, protocols have
not changed to better meet the less-violent offenses and the increasing female population
(Rebecca Project, 2010). Not only are living conditions and counseling practices inadequate for
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women in prison, but incarcerated women “often lack recommended preventative health care,
such as Pap tests, sexually transmitted disease (STD) screening, family planning services, and
preconception counseling” (Clarke et al., 2006, p. 835).
In addition, the majority of women who become incarcerated are of child-bearing age and
5-10% are pregnant, with 90% giving birth while in prison (Baldwin, Sobolewska, & Capper,
2018). Of the 611 women in MCF-Shakopee, about 6% are pregnant upon arrival (Faircloth,
2019). The majority of these women give birth after their prison sentence, but between one to
two dozen give birth annually while incarcerated (Faircloth, 2019). In 2018, 15 women at
MCF-Shakopee gave birth while detained and since 2008, a total of 163 births have taken place
(Faircloth, 2019). Of these births, doulas from the MnPDP have helped in 99 (Faircloth, 2019).
The MnPDP is a program that educates doulas on how to guide incarcerated mothers
through parenting, prenatal health, and supportive visitation (MnPDP, 2019). The organization
provides life-changing resources for women incarcerated at MCF-Shakopee and surrounding
correctional facilities. Rebecca Shlafer, the research director for MnPDP, indicated that the
program did not have educational training for PPD. She proposed that this project should focus
on the creation of an educational module for the organization’s doulas. In turn, the doulas could
recognize, educate, and provide resources for incarcerated mothers affected by PPD.
Few programs like the MnPDP exist, so the distinct needs of many pregnant women are
not being recognized (Rebecca Project, 2010). Although there are many prenatal, delivery, and
postnatal recommendations and education resources available to the general population,
incarcerated women seldom have access to these services (Rebecca Project, 2010). Largely,
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states that have regulations on prenatal care and unshackling women during labor are not
enforcing such policies (Rebecca Project, 2010).
In addition to the lack of enforced policies on prenatal care and shackling, many prisons
are lacking necessary resources on PPD. In the general population, 10-15% of mothers develop
PPD (Doyle, Carballedo, & O’Keane, 2015). This disorder negatively impacts the mother’s
ability to care for herself and her child (Doyle, Carballedo, & O’Keane, 2015). Women at higher
risk of experiencing PPD may have a history of depression, a stressful life event during
pregnancy, medical complications during childbirth, lack of support, or alcohol and drug abuse
(Bernard-Bonnin, 2004; Meine, 2018). The majority of these risk factors can be seen in the
incarcerated population, therefore the percentage of mother’s suffering with PPD in prison is
expected to be higher (Bernard-Bonnin, 2004; Meine, 2018).
The overwhelming sadness associated with PPD not only affects a mother, but also the
development and temperament of her child (Orhon, Ulukol, & Soykan, 2007). Children
impacted by PPD are at increased risk for attention problems, mood and substance use disorders,
and possibly conduct disorders (Kim et al., 2015). Although some impacts on children affected
by PPD may be irreversible, the earlier that mothers are treated, the better chance of healing for
the baby and mother (Martins & Gaffan, 2000). Women with PPD need to have access to
knowledgeable professionals, like doulas, who are able to recognize PPD, provide advice and
support, and recommend other healthcare professionals so women can get the help they need
(Martins & Gaffan, 2000).
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Problem Statement
Although prisons offer resources to the incarcerated population, individuals may not have
access to them (Cropsey et al., 2007). Available services are often dictated by the severity of
offence and security level an individual is placed under (Cropsey, et al., 2007). Security
concerns can override resources such as substance abuse and mental health treatment (Cropsey,
et al., 2007). The same is true of PPD services for incarcerated women. Adequate education,
diagnosis, and management of PPD is severely lacking in the prison system (Meine, 2018). Few,
if any, studies or statistics have evaluated the prevalence of PPD in the incarcerated population
(Meine, 2018). In addition, information on screening techniques and outcomes of PPD is limited
(Meine, 2018). The inadequacy of available information is making both education and
prevention of PPD difficult to establish in correctional facilities.
Purpose
The purpose of this project was to create an education module for the MnPDP on the
epidemiology, etiology, risk factors, signs and symptoms, diagnosis, and treatment of PPD (see
Appendix A). Our hope was that the doulas from the MnPDP would be more likely to recognize
a woman struggling with PPD, so women can be guided to additional treatment. This project
wants to ensure the confidence of doulas after completion of the education module. PPD can
then be effectively recognized to prevent lasting effects for women and their children. In
addition, an informational pamphlet was provided to the participating women describing the
signs and symptoms of PPD and recommending when they should seek help (see Appendix B).
The ultimate goal was to educate incarcerated women on PPD, so they can seek help if they are
struggling from this disorder.
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Significance of the Problem
High quality care and education needs to be provided to incarcerated women in order to
promote healthy behaviors and relationships once the women reenter society. Incarcerated
women are not receiving the treatment they deserve, even though they are at a higher risk for
developing PPD. The incidence of PPD increases for this population due to multiple risk factors
including substance abuse, a stressful event during pregnancy, and a history of depression and/or
poverty (Pearlstein, Howard, Salisbury, & Zlotnick, 2009). PPD is a disorder that significantly
impacts how a woman can function in day-to-day life (Miller, 2002). To help decrease
recidivism, women should be taught how to take care of themselves and their children outside of
prison. A place to start is providing resources to aid in the healing of physical or mental
disorders such as PPD. The diagnosis of PPD not only impacts the mother, but it also impacts
their children (Martins & Gaffan, 2000). Women with PPD tend to struggle with bonding or
connecting with their child which can lead to insecure attachment (Kim et al., 2015). In
incarcerated women, this disruption in attachment is intensified through separation, loss of
contact, and changes in the level of communication (Cassidy, Poehlmann, & Shaver, 2010).
Insecure attachment can result in the development of attention defects, substance use disorders,
or a lower IQ in those children (Kim et al., 2015). If a mother has PPD and can be treated, it will
significantly help with the development of the child (Martins & Gaffan, 2000).
The goal of the MnPDP is to provide visitation and counseling on parenting and prenatal
health in order to promote a healthy pregnancy and encourage the bond between a mother and
her child. This will provide education that mothers can use outside of prison to better themselves
and improve the health and wellbeing of their children. After educating doulas in MN, the hope
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is that the success of the education module could inspire the installation of programs like the
MnPDP in other states, ultimately making an impact on incarcerated mothers all over the
country. Most importantly, our project hopes to end the stigma of incarcerated mothers and
focus on the mental and physical healing of these women, so they can successfully reintegrate
into society.
Barriers
To present the necessary information on PPD to both the doulas and participating
mothers, an education module was used. As with many education tools, a single method does
not work for every person. Different learning styles and education levels dictated how effective
the program would be for both the doulas and participating women. The receptiveness of the
doulas to be educated on PPD was also a potential limitation. Ensuring the program was easily
accessible and could be completed at a pace dictated by the individual was essential to improve
the effectiveness of the program. Additionally, not all of the incarcerated mothers participating
in the MnPDP will find a pamphlet beneficial or be receptive to learning this information.
Therefore, it will be important that the work of the doulas supplements the pamphlet and that
multiple education tactics are used.
A delimitation of the project was that the education module was largely based on
educating the doulas of the MnPDP and the incarcerated mothers at MCF-Shakopee. For the
purposes of this project, we set this delimitation due to working closely with the MnPDP. Their
work is focused on women placed at MCF-Shakopee as well as surrounding county correctional
facilities. With the purpose of educating their specific doulas, the information presented in the
education module reflected the work they do with incarcerated mothers.
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Definition of terms
Commonly used terms in this paper are defined in this section.
Doula: An individual, typically a woman, who provides educational and emotional
support to mothers during labor and/or the pre and postpartum periods (American Pregnancy
Association, 2019)
Postpartum Depression (PPD): Depression following the event of childbirth that is
typically the result of fatigue, hormonal changes, and the physiological adjustment involved with
motherhood (Postpartum depression, 2019).
Incarceration: Confinement in a jail or prison (Incarceration, 2019). For this project,
incarceration is used to describe confinement in a prison setting only.
Recidivism: “A person’s relapse into criminal behavior...resulting in rearrest,
reconviction, or return to prison with or without a new sentence during a three-year period
following the prisoner’s release” (Recidivism, 2019).
Supportive Visitation: Structured contact between a child and parent under the
supervision of a qualified counselor. The counselor interacts with the child and parent before,
during, and after the visit to provide guidance and help to mend the child/parent relationship
(Supportive Visitation, 2016).
Conclusion
With the incarceration rate of women climbing, and the heightened risk of PPD occurring
among those who are pregnant, thorough and broad implementation of PPD screening
procedures and prevention is necessary. Substance abuse, pre-existing mood disorders, poverty,
and stressful life events exacerbate the risk of acquiring PPD for incarcerated women (Meine,
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2018). The use of doulas within a correctional setting will both streamline proper education and
provide support to mothers throughout pregnancy and labor. By increasing the quality of both
the education and healthcare offered to incarcerated women, the hope is that their reintegration
into society will be more successful. In Chapter 2, a literature review was conducted to examine
current healthcare practices in the incarcerated population, as well as the prevalence, risks, and
treatments of PPD in both society at large and incarcerated women.
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Chapter Two: Literature Review
Introduction
Postpartum depression (PPD) is a mood disorder affecting up to 15% of women
worldwide (Doyle, Carballedo, & O’Keane, 2015). Symptoms of PPD include extreme sadness,
anxiety, difficulty sleeping, and challenges completing daily tasks (NIMH, n.d.; Pearlstein,
Howard, Salisbury, & Zlotnick, 2009). A history of depression, living in poverty, lack of
support, and high stress around a birth exacerbates the risk of developing PPD (Bernard-Bonnin,
2004). This community service project focused on educating both doulas and incarcerated
women regarding PPD. Through this literature review, healthcare in the incarcerated population
as well as the prevalence, risks, and treatment of PPD in the general and incarcerated female
population will be examined.
Healthcare Access in Prison Systems
Over the past 25 years, the United States prison population has more than quadrupled
(Wilper et al., 2009). As of 2017, roughly 1.5 million individuals were in a state or federal
prison (Bronson & Carson, 2019). Due to the lack of regular access to healthcare before
incarceration, the prison population is at high risk for mental, physical, and social disorders
(Cropsey, Wexler, Melnick, Taxman, & Young, 2007). It is estimated that mental illness is two
to five times higher in prison inmates than the general population (Cropsey et al., 2007). As of
2007, the prevalence of schizophrenia in the incarcerated population was 2-4%, major depression
was 13-19%, bipolar disorder was 2-5%, dysthymia was 8-14%, anxiety disorder was 22-30%,
and post-traumatic stress disorder was 6-12% (Cropsey et al., 2007). The incarcerated
population is also more at risk for substance use disorders and co-occurring disorders (COD)
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(Cropsey et al., 2007). COD is the diagnosis of a substance use disorder along with a mental
health disorder (Cropsey et al., 2007).
Incarcerated women, more specifically, are at a higher risk of developing mental illness
compared to women in the general population (Ferszt & Clarke, 2012). The pre-incarceration
incidence of physical and emotional abuse is high among incarcerated women. Not surprisingly,
they have a high prevalence of post-traumatic stress disorder, poor self-esteem, and depression
(Ferszt & Clarke, 2012). A literature review done by Karlsson & Zielinski (2018) found that
incarcerated women have a 1.9 times greater risk for developing an obsessive compulsive
disorder in their lifetime, 2.3-7.4 greater risk for dysthymia, 2.4-2.8 greater risk for substance
abuse disorder, 3.0-5.5 greater risk for posttraumatic stress disorder, 3.8 greater risk for
agoraphobia, 4.3-8.7 greater risk for alcohol disorders, and 5.4-14.4 greater risk for drug
disorders (Karlsson & Zielinski, 2018).
Currently, many prisons have programs or initiatives in place to support incarcerated
individuals. Around 90% of prisons have some medical screening in place to detect mental
health issues, as well as some infectious diseases including tuberculosis (TB), human
immunodeficiency virus (HIV), hepatitis C (HCV), and substance use disorder (Cropsey et al.,
2007). Religious or spiritual services are offered by 98% of prisons, 95% offer life skills, 94%
offer physical health services, 93% offer anger and stress coping mechanisms, 90% offer mental
health counseling, and 90% offer social skills training (Cropsey et al., 2007). Counseling for
HIV is slightly lower at 85%, followed by job placement (81%), COD counseling (81%), family
therapy (72%), and intervention for domestic violence victims (65%) (Cropsey et al., 2007).
Among the 90% of prisons offering mental health counseling, a third have a non-standardized
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means of assessment or do not have an assessment to evaluate disorders at all (Cropsey et al.,
2007). Similarly, out of the 81% of prisons offering COD assessment, a quarter have a
non-standardized assessment or do not have an assessment tool (Cropsey et al., 2007). Although
prisons offer these services, inmates may not receive them (Cropsey et al., 2007). Depending on
sentence severity, less than half of inmates receive job placement, family therapy, and counseling
for domestic violence and mental health (Cropsey et al., 2007).
Healthcare Access in the Incarcerated Women’s Population
Before federal laws mandated the incarceration of drug offenders in the mid-1980s,
women were a rarity in the prison system (Rebecca Project, 2010). Since drug laws were
enacted, however, the number of women in prison has grown by 400% (Rebecca Project, 2010).
As of 2017, there were 111,360 females in a state or federal correctional facility (Bronson &
Carson, 2019). Due to the increase in women convicted of nonviolent drug crimes, original
prison regulations enacted for men who committed violent crimes, are becoming less applicable
(Rebecca Project, 2010). Largely, protocols have not changed to meet the less-violent offenses
and the increasing female population (Rebecca Project, 2010). Not only are living conditions
and counseling practices inadequate for women, but incarcerated women often “lack
recommended preventative health care, such as Pap tests, STD screening, family planning
services, and preconception counseling” (Clarke et al., 2006, p. 837).
In addition, the majority of women who become incarcerated are of childbearing age.
Approximately 5-10% of all women in prison are pregnant, with 90% giving birth while in
prison (Baldwin, Sobolewska, & Capper, 2018). Few programs are in place that recognize the
distinct needs of pregnant women (Rebecca Project, 2010). Although many prenatal, delivery,
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and postnatal recommendations and education resources are available to the general population,
incarcerated women seldom have access to these services (Ferszt & Clarke, 2012).
Guidelines for the General Pregnant Population
The World Health Organization (WHO) has recommendations for pregnant women in the
general population to improve pregnancy outcomes (World Health Organization [WHO], 2016).
The WHO recommends counseling on the importance of regular exercise and a healthy diet
during pregnancy (WHO, 2016). A well-balanced diet consists of a variety of fruits, vegetables,
meat/fish, and whole grains to provide an expectant mother with adequate vitamins, minerals,
and proteins (WHO, 2016). Folic acid and iron should be supplemented daily to prevent the
mother from becoming anemic, and prevent low birth weight and preterm birth in neonates
(WHO, 2016). Pregnant women should also be screened for gestational diabetes mellitus and
HIV accompanied by counseling on the cessation of consuming alcohol, tobacco, and drug use
while expecting (WHO, 2016). Before 24 weeks, an expecting mother should have an
ultrasound to detect fetal abnormalities and determine the gestational age of the fetus (WHO,
2016). The WHO also has recommendations on treatments for nausea, vomiting, heartburn, leg
cramps, lower back pain, pelvic pain, constipation, edema, and varicose veins during pregnancy
(WHO, 2016). Many of these recommendations are not enacted in prisons (Ferszt & Clarke,
2012).
In addition to the WHO recommendations, some women in the general population utilize
doulas. As a compliment to healthcare professionals such as nurses or midwives, doulas can
provide additional emotional, physical, and educational support before, during, and after the
delivery (American Pregnancy Association, 2019). To become a certified birth doula, an
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individual, typically a woman, completes “7 to 12 hours of childbirth education, 16 hours of birth
doula training, and attend[s] two to five births” (Natural Healers, 2019). The primary role of a
doula throughout the labor and delivery process is to enhance the experience for the mother by
offering breathing and relaxation techniques, massages, and reassurance for the partner
(American Pregnancy Association, 2019). While doulas cannot provide medical support or
clinical judgement, they help mothers achieve their desired birth plan by serving as an advocate
(Shlafer, Hellerstedt, Secor-Turner, Gerrity, & Baker, 2014).
Guidelines for the Incarcerated Women’s Population
The American Public Health Association, the National Commission on Correctional
Health Care, the American College of Obstetricians and Gynecologists, and the Committee on
Health Care for Underserved Women have set standards for the care of incarcerated pregnant
women (Kelsey, Medel, Mullins, Dallaire, & Forestell, 2017). A study done by Kelsey et al.,
(2017) states:
Among many other recommendations, these standards call for prenatal screening tests,
special diets, drug rehabilitation when necessary, a prohibition of shackling during labor
and delivery, continual access to newborns for mothers after delivery, and breastfeeding
support, including breast milk storage (p. 1261).
Even though the US Constitution protects health care rights for inmates under the Eighth
Amendment, prison health care is largely inadequate (Rebecca Project, 2010). Many
correctional facilities do not follow the standards set forth by agencies like the American College
of Obstetricians and Gynecologists, so women are not guaranteed to have prenatal, perinatal, or
postpartum support (Kelsey et al., 2017). Prenatal medical examinations, nutrition counseling,
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special diets, appropriate work assignments, sanitary conditions, adequate rest, fresh air and
exercise are often not enforced (Ferszt & Clarke, 2012; Kelsey et al., 2017). Incarcerated
women may also have insufficient access to fresh fruits, vegetables, whole grains, and other
foods that are associated with positive pregnancy outcomes (Ferszt & Clarke, 2012; Shlafer,
Stang, Dallaire, Forestell, & Hellerstedt, 2017). Although 28g of fiber and 350mg of magnesium
is required for a 25-year-old pregnant women per day, a study found that a South Carolina prison
was only feeding inmates an average of 16g of fiber and 274.5mg of magnesium per day (Shlafer
et al., 2017). Research by Ferszt and Clarke (2012) showed that out of the 19 prisons they
polled, less than half provided specific education regarding parenting, Lamaze classes, and
breastfeeding support for pregnant women (Ferszt & Clarke, 2012).
The Rebecca Project for Human Rights and the National Women’s Law Center published
a report card in 2010 that analyzed each state’s regulations and enactment of policies regarding
incarcerated pregnant women and their children. Policies included prenatal care, prison
nurseries, family-based treatments proposed as an alternative to incarceration, and shackling
pregnant women during transportation, delivery and postpartum. Overall, 21 states received an
average grade of a D or F, 22 states received a C, seven received a B, and Pennsylvania was the
only state to receive an A- (Rebecca Project, 2010). At the time of our project, there is no more
recent data available.
Minnesota Correctional Facility-Shakopee (MCF-Shakopee)
MCF-Shakopee is a women’s prison located in Shakopee, MN. At the time this paper
was written, there were 611 women incarcerated at MCF-Shakopee (Minnesota Department of
Corrections, 2019). Around 6% of the women incarcerated at MCF-Shakopee enter prison
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pregnant with most giving birth after being released (Faircloth, 2019). A total of 15 women gave
birth during their prison sentence in 2018, and 163 total births have occurred since 2009
(Faircloth, 2019). Early in the pregnancy, women have monthly doctor appointments in the
community, and when women reach 36 weeks, appointment frequency increases to once a week
(Faircloth, 2019). Each time a woman returns from an appointment, she must be strip searched
before reentering MCF-Shakopee (Faircloth, 2019). The prison has designated St. Francis
Regional Medical Center as the hospital where the women give birth (Faircloth, 2019).
MCF-Shakopee has also teamed up with the Minnesota Prison Doula Project (MnPDP) to
provide doulas for incarcerated pregnant women (Faircloth, 2019).
The use of a doula in a correctional setting can aid in providing support and guidance that
mothers in society would normally receive from a partner or other family members (Shlafer, et
al., 2014). In a 2011 feasibility study completed in a Midwestern state prison, six doulas
provided service to 18 pregnant women (Shlafer et al., 2014). Working closely with case
managers, doulas schedule visits with the expectant mothers and are called to the hospital when
the mother begins labor (Shlafer, et al., 2014). The mother’s doula, along with her doctors, and a
guard are the only individuals allowed in the room (Faircloth, 2019). During the 48-72 hours
when the mother is separated from her baby, the doula provides continuous support (Shlafer, et
al., 2014). Once the mother returns to prison, two scheduled appointments from the doula are
arranged to focus on postpartum care (Shlafer, et al., 2014). If a family member is not
designated to care for the child, a nonprofit organization called Together for Good finds
temporary families to provide for the infant (Faircloth, 2019).
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Visitation for a mother to see her baby can take up to six weeks due to tedious paperwork
that must be completed (Faircloth, 2019). A typical visitation allows a mother little physical
contact with her baby and only lasts a couple of hours (Faircloth, 2019). Some mothers who
have committed nonviolent crimes and have gained approval from MCF-Shakopee, are allowed
to spend four hours every other Saturday with their baby (Faircloth, 2019). These women are
allowed more physical contact and can feed their child as well (Faircloth, 2019).
Postpartum Depression in Society
Postpartum depression (PPD) is a mood disorder that affects women after childbirth
(NIMH, n.d.). PPD can be a result of confounding emotional and social factors such as a history
of depression, living in poverty, a lack of support, or high stress around the birth
(Bernard-Bonnin, 2004). Symptoms of PPD are comparable with symptoms of major depression
such as extreme sadness, anxiety, and difficulty sleeping and completing daily tasks (NIMH,
n.d.; Pearlstein, Howard, Salisbury, & Zlotnick, 2009). There are three different
psycho-emotional responses that a mother can experience following childbirth: baby blues, PPD,
and postpartum psychosis.
Baby blues is the feeling of mild unhappiness, worry, and fatigue brought about by the
work necessary to take care of a newborn (Miller, 2002). In contrast, women who experience
PPD struggle with great feelings of anxiety and sadness to the point where they cannot
experience happiness or take care of themselves or their family (Miller, 2002; Pearlstein et al.,
2009). About 50-85% of women experience the baby blues, which typically lasts around a week
or two after birth and subsides without treatment (Doyle, Carballedo, & O’Keane, 2015; Miller,
2002).
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In 0.1-0.2% of mothers, PPD progresses into postpartum psychosis (Miller, 2002).
Postpartum psychosis includes the symptoms of PPD with the manifestation of delusions and/or
hallucinations (Miller, 2002). Women with psychosis are more likely to have thoughts of
harming their infant and follow through with those thoughts. Women with psychosis should be
evaluated with the consideration of underlying mood disorders other than depression (Miller,
2002).
The cause of depressive symptoms after childbirth is relatively unknown. However, there
are two hypotheses that have been proposed (Doyle et al., 2015). The first hypothesis stems
from the biological attachment system which is regulated by oxytocin. Oxytocin is a hormone
which is released during childbirth, relationship bonding, sexual intercourse, and lactation
(Magon & Kalra, 2011). A decrease of oxytocin can decrease a mother’s bond and affection
towards her child which can then lead to depression (Kim et al., 2015). The other hypothesis is
that mood changes arise from the abrupt withdrawal of estrogen and progesterone after birth
(Miller, 2002). The absolute concentration of hormones does not influence the occurrence of
PPD. However, the greater the change of hormone levels between pregnancy and postpartum,
the more likely a woman is to develop PPD (Miller, 2002).
Many studies have looked at the effects of breastfeeding and present varying opinions on
its impact with PPD development (Borra, Iacovu, & Sevilla, 2015). After a woman gives birth,
there is a sudden drop in estrogen and progesterone. Prolactin, a hormone produced by the
pituitary gland, is released in response to nursing and stimulates breast milk production (WHO,
2009). When an infant is breastfeeding, prolactin stays elevated in the blood. High prolactin
leads to decreased release of gonadotropin releasing hormone, follicle stimulating hormone, and
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luteinizing hormone, thus keeping estrogen and progesterone levels low (WHO, 2009). On the
other hand, oxytocin is released when a mother is about to feed her child and contracts mammary
tissue. Over time, a woman’s body becomes conditioned to release oxytocin for milk production
when the mother reacts to her child in a loving manner (WHO, 2009). This response is called the
oxytocin reflex. If a mother becomes emotionally upset or stressed, the oxytocin reflex will be
inhibited (WHO, 2009). Comfort and support towards a woman who is struggling with
breastfeeding can help reverse this effect (WHO, 2009).
Research has shown that mental health benefits from breastfeeding decrease after eight
weeks postpartum (Borra, Iacovu, & Sevilla, 2015). Interestingly, a woman who intends to
breastfeed was found to have a decreased risk of PPD, while mothers who did not intend to
breastfeed were found to have a higher risk of PPD (Borra, Iacovu, & Sevilla, 2015). In
summary, research has not proven breastfeeding to increase or decrease a woman’s chances of
developing PPD through hormonal cause. However, the support a woman receives when she
intends to breastfeed may correlate with better postpartum mental health and a decrease in PPD
(Borra, Iacovu, & Sevilla, 2015).
Along with predisposing genetic factors, high stress, or insufficient support, a sudden loss
of estrogen and progesterone can make a woman more vulnerable to PPD (Miller, 2002). Not
only are mothers affected, but children can also experience long lasting effects as a result from
their mother’s PPD (Bernard-Bonnin, 2004; NIMH, n.d.). The effects of maternal PPD on
infants and children is complex, and it can affect children from infancy through adolescence and
beyond (Bernard-Bonnin, 2004). The short-term effects of PPD are a higher incidence of colic,
difficulty sleeping, and temperamental issues (Orhon, Ulukol, & Soykan, 2007). In addition,
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secure attachment decreases while avoidant and disorganized attachment occurs instead (Martins
& Gaffan, 2000). This change is suggested to be caused by a decrease of oxytocin in mothers
leading to decreased attachment and bonding to their child. Insecure attachment can lead to
cognitive, emotional, social, and medical problems in the child such as lower IQ, attention
difficulties, mood and substance use disorders, and possibly conduct disorders (Kim et al., 2015).
PPD in mothers may result in irreversible effects in their children, but the earlier mothers are
treated, the better chance of healing for the baby and mother (Martins & Gaffan, 2000).
Screening, Diagnosis, & Treatment
A woman must be diagnosed with PPD by a medical provider in order to receive
treatment. The Edinburgh Postnatal Depression Scale (EPDS) is used to help diagnose a woman
with PPD. This scale consists of 10 questions measuring the severity of depression the woman
has experienced in the last 7 days. Each question is worth up to 3 points depending on the
frequency of her symptoms. If a woman scores at least 10 out of 30, she is considered to have
PPD (Cox, Holden, & Henshaw, 2014).
The Patient Health Questionnaire 9 (PHQ-9) is an inventory to screen for depression.
Often done at the beginning of appointments, many clinics have patients fill out this
questionnaire before their visit with a provider (Kroenke, Spitzer, & Williams, 2001). The
PHQ-9 has proven to be a successful tool at determining the severity of one’s depression after
answering nine questions (Kroenke, Spitzer, & Williams, 2001). A score of 1-4 is considered to
be minimal depression, 5-9 is mild, 10-14 is moderate, 15-19 is moderately severe, and 20-24 is
severe (Center for Healthcare Strategies (CHCS), 2009). The initial treatment for women with
mild to moderate PPD consists of talk therapy with the addition of antidepressant medications if
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therapy alone is not effective (CHCS, 2009; Viguera, 2019a). Both treatments are recommended
for severe depression (CHCS, 2009; Viguera, 2019b).
Many antidepressant medications can be prescribed for mothers to help regulate their
mood (NIMH, n.d.). These include similar medications used in major depression like selective
serotonin reuptake inhibitors (SSRI), serotonin-norepinephrine reuptake inhibitors (SNRI),
bupropion, and mirtazapine (Viguera, 2019a). For postpartum psychosis, a second-generation
antipsychotic, lithium, or triiodothyronine will be added to their treatment plan (Viguera, 2019b).
Some antidepressant medications can be safely used while breastfeeding, so women with mild to
severe depression can be treated.
The most frequently recommended types of therapy is cognitive behavioral therapy
(CBT) or interpersonal therapy (IPT) (NIMH, n.d.). CBT helps people acknowledge their
negative thoughts and behaviors and reframe them while IPT is focused on working through
difficult personal relationships (Zhou, Hou, Liu, & Zhang, 2017). Medication and therapy can
be used in conjunction with one another or independently (NIMH, n.d.). Multiple studies have
looked at the effectiveness of CBT and antidepressant medications. CBT alone has shown around
60% improvement in symptoms compared to medications alone which have shown 50-80% in
response rates. When in combination, CBT and paroxetine, an SSRI, showed almost 80%
improvement of symptoms (Fitelson, Kim, Baker, & Leight, 2010). Therefore, successful
treatment of PPD is achievable.
Postpartum Depression in Incarcerated Women
Studies have shown that environmental risk factors yield a strong correlation to the
development of PPD in postpartum women (NIMH, n.d.). Risks including drug addiction,
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pre-existing mood disorders, and lack of familial support are seen more frequently in the
incarcerated female population, and therefore, the rate of PPD is expected to be higher.
(Bernard-Bonnin, 2004; Meine, 2018). However, quality statistics are lacking on the risks and
prevalence of PPD in the incarcerated population, resulting in inadequate support and education
(Meine, 2018). This discrepancy causes PPD to often be overlooked in correctional facilities
(Meine, 2018).
When looking at the incarcerated women’s population as a whole, health-care needs are
being inadequately met by the prison systems (Hotelling, 2008). Up to 25% of incarcerated
women are either arriving pregnant or have delivered in the last year (Meine, 2018). Poor
nutrition, domestic violence, mental illness, drug and alcohol dependence, and limited access to
prenatal care can result in unplanned pregnancies that are considered high-risk (American
College of Obstetricians and Gynecologists, 2011). In addition, a high level of poverty and lack
of education contribute to the unique needs of incarcerated women (Hotelling, 2008).
Furthermore, the rates of depression, anxiety, and mental illness among these women are high
(Ferszt & Clarke, 2012). These factors exacerbate the risk of developing PPD (Bernard-Bonnin,
2004).
Due to the risks previously mentioned, one would expect the prevalence of PPD in
correctional settings to be worrisomely high. A general lack of attention is seen toward
postpartum mental health as evidenced by the scarcity of statistics on PPD in incarcerated
women (Meine, 2018). Institutions where women are separated from their newborn within 1-2
days experience higher rates of PPD (NCCHC, 2014). Additionally, a dominant male staff and
reduced funding for medical services may contribute to this problem (Schroeder & Bell, 2005).
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Overall, little is known about the emotional and psychological toll of pregnancy and
childbirth while incarcerated (Hutchinson et al., 2008). Minimal information can be found on
screening techniques and outcomes for PPD in the incarcerated setting (Meine, 2018).
Additionally, while supportive resources exist for incarcerated mothers throughout the duration
of their sentence, information regarding the effectiveness of these services is lacking (Shlafer, et
al., 2018). Inadequate information is making both education and prevention of PPD difficult to
establish in correctional facilities (Meine, 2018).
Current Resources for Incarcerated Postpartum Mothers
To combat the rising rates of PPD in the incarcerated women’s population and decrease
recidivism rates, numerous correctional facilities have begun making changes. The
implementation of nursery programs, doula support, and mental health screening have proven to
be a great asset to the care provided for women (Shlafer, et al., 2018). While these different
resources have proven to be effective, both education for staff and expanding these initiatives
across more states is greatly needed (Shlafer, et al., 2018).
Currently, 14 states have implemented nurseries for mothers to utilize while serving their
sentence (Rebecca Project, 2010). California, Delaware, Idaho, Illinois, Indiana, Massachusetts,
Nebraska, New York, Ohio, South Dakota, Tennessee, Texas, Washington, and West Virginia are
focusing on improving the mother-child bond throughout the mother’s sentence and reducing the
rates of recidivism (Caniglia, 2019; Rebecca Project, 2010). While each nursery program varies
slightly, many require lengthy mental health screenings. Additionally, to be enrolled in a
program, the women cannot be convicted of a violent offense or crimes against a child (Caniglia,
2019). Since the majority of women that participate in the nursery programs are convicted of
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drug-related charges, sobriety initiatives are included in the programs (Caniglia, 2019). The
mother is often required to partake in prenatal and parenting classes as well (Caniglia, 2019).
Recidivism rates of women who utilize prison nursery programs are approximately 20% lower
than those who do not (Caniglia, 2019). The Bedford Hills Nursery in New York has female
recidivism rates of 3% compared to the state average of 30% (Caniglia, 2019). The nurseries
have provided an opportunity for mother-infant attachment, through breastfeeding and
counseling services, to ensure the family remains strong upon release (Caniglia, 2019).
Due to the increased risks associated with pregnancy among incarcerated women, the use
of doulas has been an effective approach to provide prenatal and postpartum support (Shlafer, et
al., 2018). The physical and emotional toll that incarceration places on pregnant women can
make the entire labor process very difficult (Shlafer, et al., 2018). While doulas cannot provide
medical or clinical services, they serve as a great addition to the birth experience. Participation
in a doula program is completely voluntary and the women must be incarcerated past their
delivery date (Schroeder & Bell, 2005). Throughout the prenatal period, the doula reviews birth
expectations, information on the birthing process and pain management, and the role the
participating mother would like the doula to have during labor (Schroeder & Bell). During
delivery, the doula continues her role by taking pictures of the birth, creating a birth story, and
providing emotional support that is crucial during the birth experience (Schroeder & Bell, 2005).
The postpartum interactions that the doulas have with the women depends on the mother-infant
interactions allowed by that facility. However, understanding the signs and symptoms of PPD
and providing appropriate resources to their client is a large component of effective postpartum
health and should be a focus of both the correctional facilities and doulas.
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Depression Screening in Incarcerated Settings
Mental health screening is especially important within the incarcerated population. With
the high rates of depression and anxiety exacerbating the risk of PPD, screening women in these
settings is crucial. The PHQ-9 and EPDS are two screening tools that can be utilized. In 2018, a
quality improvement study was conducted in the Milwaukee County Jail after it was determined
the jail system was not screening for PPD (Meine, 2018). The original goal of the project was to
screen for PPD in 80% of pregnant and postpartum women in the jail (Meine, 2018). After the
implementation of the EPDS, the project exceeded their goal by screening 91% of these women
(Meine, 2018). Additionally, this study showed that the PPD rates obtained were greater than
twice the estimated national averages (Meine, 2018). PPD screening may allow women to obtain
the support and care that they need to eventually become healthy individuals who can contribute
positively to society (Meine, 2018). While this study was conducted in a jail, this study showed
that underdiagnosis of PPD is likely occurring in both short and long-term facilities (Meine,
2018).
Conclusion
Although the women’s prison population is rapidly growing, research concerning PPD is
not maintaining an equivalent pace. Insufficient understanding, in combination with inadequate
resources, leads to many unmet needs for incarcerated women. To supplement the success of
doulas in the MnPDP, PPD education needs to be implemented. Chapter 3 will cover our
proposed methodology to create an education module and pamphlet to educate doulas regarding
PPD for incarcerated women.
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Chapter Three: Methods
Introduction
Healthcare resources available to incarcerated women are significantly lacking. To
combat this problem, an education module was created for doulas participating in the Minnesota
Prison Doula Project (MnPDP), a program that educates and counsels incarcerated women on
parenting, prenatal health, and supportive visitation. The module highlighted the background,
epidemiology, etiology, risk factors, signs/symptoms, diagnosis, and treatment of postpartum
depression (PPD). In addition to the education module, an informational pamphlet was created
for the incarcerated women at the Minnesota Correctional Facility-Shakopee on the signs and
symptoms of PPD. Chapter 3 will include the rationale for our project, the intended population
of interest, the project plan and implementation, the project tool that was used, the method of
statistical analysis, and potential barriers the project encountered.
Rationale for Project
The MnPDP is a non-profit organization that was founded in 2008, and is located in
Minneapolis, MN (givemn.org, n.d.; MnPDP, 2019). The team consists of the director, program
coordinator in Minnesota, program coordinator in Alabama, and numerous contracted doulas
(MnPDP, 2019). MnPDP’s mission is “working in compassionate solidarity with incarcerated
parents to create community, opportunity, and change” (MnPDP, 2019). The focus of the
organization is to provide pregnancy support and parenting education to incarcerated mothers
while they serve their sentence. Weekly parenting classes, trained doula support, and group or
individual-based education and counseling are available to the women.
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The efforts of the MnPDP are directed toward women serving sentences at the Minnesota
Correctional Facility-Shakopee and other surrounding county correctional institutions (MnPDP,
2019). Due to the lack of education on PPD for incarcerated women, additional research and
resources need to be developed and made available. Since incarcerated women are more prone
to developing PPD, we want to educate the doulas working with these women regarding the
signs and symptoms to encourage early intervention (Bernard-Bonnin, 2004; Meine, 2018).
Education is an important aspect of the role of a doula. By staying current on new
practices and techniques, doulas can ensure that mothers receive the appropriate care and
support. After reaching out to the MnPDP, we were asked to create an education module since
there was no formal PPD education currently implemented into the training of the doulas.
Doulas working through the MnPDP are essential in creating healthy mother-child relationships
for incarcerated women and their children. If properly trained in PPD recognition, doulas can
ensure that mothers are referred for appropriate treatment.
The MnPDP is a small organization with limited staffing and funding. This limitation,
combined with our desire to complete a community service project, led to our collaboration with
the MnPDP. Permission from the MnPDP for this project was granted by Rebecca Shlafer, the
research coordinator of the MnPDP (see Appendix C). The predicted outcome of our education
module was to effectively educate participating doulas on postpartum depression. After
completion of the module, the doulas should be able to recognize the risk factors and
signs/symptoms of PPD among incarcerated women. The doulas were also educated on the
resources available to the women and the necessary steps to ensure they receive the appropriate
counseling and/or treatment.
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Population
The population of this project included doulas who are contracted through the MnPDP.
These doulas work with pregnant and postpartum women who are incarcerated at the Minnesota
Correctional Facility-Shakopee. Through correspondence with the MnPDP, we decided to
educate their doulas regarding PPD. Once the doulas have a better understanding of PPD, they
will hopefully be able to help guide incarcerated women toward healing. Additionally, the
doulas were given pamphlets to distribute to the participating women as they saw fit.
Criteria for Inclusion
In order to participate in our education module, doulas must be associated with the
MnPDP. A future decision will be made to send the education module to other similar state
prison programs. That decision will depend upon the success of this module and would be
facilitated by Rebecca Shlafer. The education module is not designed for doulas who work with
the general public. In addition, incarcerated women will not complete the education module.
Project Plan and Implementation
The hope of this education module was to give the doulas the necessary tools to
recognize a woman struggling with PPD. In addition, we wanted doulas to feel comfortable
giving the incarcerated women the resources needed for treatment and recovery. Our end goal
was to impact pregnant, incarcerated women, a highly vulnerable population. However, our
education module was designed for the doulas, and did not directly impact the vulnerability of
incarcerated women.
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Project Tools
We used an online module to educate the MnPDP doulas concerning PPD. The module
was created on the Thinkific platform and shared with Rebecca Shlafer, the research coordinator
of the MnPDP to be distributed to the doulas. Before completing the module, each participant
completed an informed consent (see Appendix D). The education module covered the
background, epidemiology, etiology, risk factors, signs/symptoms, diagnosis, and treatment of
PPD. In the background of our module, we defined PPD, briefly discussed differences between
baby blues, PPD, and postpartum psychosis, described the effects PPD has on children, and
discussed why PPD is a problem in incarcerated women. The epidemiology section indicated the
prevalence of PPD in society and mentioned the scarcity of studies, statistics, and data regarding
the prevalence of PPD in the incarcerated population. In the etiology section, we covered two
hypotheses that are thought to be the cause of PPD. The risk factors section discussed the
reasons incarcerated women are at a higher risk for PPD. In the signs and symptoms section, we
took a deeper look at the different presentations of baby blues, PPD, and postpartum psychosis.
The diagnosis section discussed the EPDS and the PHQ-9, how these tools are used by medical
providers in the diagnosis of PPD, and discussed a doula’s role in referring at-risk women to the
appropriate resources. Finally, the treatment section covered the different medications and
counseling therapies available to women with PPD based on the severity of their disorder.
In addition to the education module, we created a pamphlet that the doulas can distribute
to pregnant and postpartum incarcerated mothers. The pamphlet covered the same topics as our
education module but was less in depth and only included information that was pertinent for
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incarcerated women. Risk factors and signs/symptoms were the focus with encouragement to
seek a doula’s guidance if applicable.
Data Analysis and Statistical Methods
To evaluate the efficacy of our education module, we created a pre-test and a post-test
with identical questions (see Appendix E). Descriptive statistics were used to evaluate the
effectiveness of our module. If there was an increase between the means of the pre-test and
post-test, we would find our project effective.
Potential Barriers
A few potential barriers could have occured with our project. This module may not have
adequately educated the doulas on the essential information of PPD. Due to the restrictions of
Thinkific, we did not fulfill tactile or auditory learning styles. However, we included pictures
and visually pleasing slides to make connections for visual learners. Even if the module
provided adequate education, doulas may not implement the knowledge and resources for
incarcerated women in their practice.
Another potential barrier was how well the incarcerated mothers received information
about PPD. Our pamphlet may not have adequately estimated the reading comprehension level
of the women. Mothers may have rejected or ignored the resources, not listened to the doulas, or
not revealed how they were truly feeling. Therefore, a mother’s depression could be overlooked
by a doula.
A final potential barrier were the resources available for the incarcerated women. Even if
PPD was recognized, the prison system may not have provided a woman with the treatment she
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needed. Successful diagnosis and treatment depends upon the prison’s regulations, cooperation,
and availability of resources and services.
Conclusion
The goal of this project was to reach incarcerated women struggling with PPD. In order
to positively influence this population, we provided an educational pamphlet explaining the risk
factors and symptoms for the incarcerated women. In addition, we educated MnPDP’s doulas on
PPD etiology, risk factors, signs and symptoms, diagnosis, and treatment. Therefore, doulas
could recognize, advise, and recommend resources to incarcerated women struggling with PPD.
In the next chapter, we will discuss the outcomes of our education module and its
implementation into the MnPDP. Specifically, we will address the effectiveness through
statistical analysis and approval by the research committee and program director.
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Chapter Four: Discussion
Introduction
The management of postpartum depression (PPD) is unique in the female incarcerated
population. As previously discussed, these women are more likely to have multiple risk factors
making them more susceptible to PPD. To streamline the education and awareness of PPD to
doulas working with incarcerated women, we created an educational module. This chapter will
discuss an overview of our project, how we implemented our resources, limitations, an analysis
of the data, the participants in the project, final results, and future projects.
Summary of Project
Education, diagnosis, and management of PPD is severely lacking in the prison system
(Meine, 2018). The inadequacy of education and prevention of PPD in correctional settings is
due to limited information regarding screening techniques as well as a lack of statistics regarding
its prevalence in incarcerated women (Meine, 2018). Although statistics are limited,
incarcerated women are known to have multiple risk factors for the development of PPD
(Bernard-Bonnin, 2004; Meine, 2018).
The creation and implementation of the PPD education module and pamphlet for the
MnPDP was necessary to further educate doulas and expecting incarcerated mothers. Although
the prevalence of PPD in the incarcerated female population is not accurately known, mental
health disorders in general are two to five times higher in the incarcerated population (Cropsey et
al., 2007). In the general population, PPD occurs in up to 15% of women (Doyle, Carballedo, &
O’Keane, 2015). However, with increased risk factors, one can infer PPD is more prevalent in
incarcerated women. Proper education of the doulas could increase the recognition of
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incarcerated women struggling with PPD. Identification of the signs and symptoms can result in
early and effective treatment. Additionally, a pamphlet was created on the signs, symptoms, and
risk factors to help incarcerated mothers seek help if they recognize PPD in themselves.
Implementation of Resources
First, the completed module was presented to Rebecca Shlafer, the research coordinator
of the MnPDP. The education module covered epidemiology, etiology, risk factors, signs and
symptoms, diagnosis, and treatment of PPD and in what ways it may be unique in the
incarcerated population. From there, the program director, Raelene Baker, completed and
approved the relevance of the education module. Then, over the next month, all of the doulas of
the MnPDP were emailed instructions on how to complete the education module. By the end of
the month, five doulas had completed the module. A master copy of the pamphlet was also
given to Rebecca Shlafer which she distributed to the doulas.
Connection to Literature Review
Quality statistics are lacking on the prevalence of PPD, resulting in inadequate support
and education in the incarcerated setting (Meine, 2018). This discrepancy causes PPD to often
be overlooked in correctional facilities (Meine, 2018). Studies demonstrate that emotional and
social factors such as a history of depression, living in poverty, a lack of familial support,
substance use disorders, and high stress around the birth can exacerbate the development of PPD
(Bernard-Bonnin, 2004; Meine, 2018). Incarcerated women are known to have many of these
risk factors (Kelsey et al., 2017). However, most prisons do not have a successful tool to screen
for this disorder (Cropsey et al., 2007). The screening tool utilized by the MnPDP for
diagnosing PPD is the PHQ-9. Although there is data for the efficacy of this screening tool,
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there is no screening method specialized for the detection of PPD in the incarcerated population
(Kroenke, Spitzer, & Williams, 2001). Once PPD is detected, treatment can include cognitive
behavioral therapy (CBT), antidepressant medication, or a combination of both resulting in
50-80% improvement of symptoms (Fitelson, Kim, Baker, & Leight, 2010). The goal of this
project was to increase detection and treatment of PPD. To accomplish this goal, education on
screening and recognition of this disorder was provided. With increased awareness, doulas may
help streamline effective treatment for incarcerated women.
Limitations

Despite the onset of COVID-19, the project was able to move forward as planned. Being
an online module, the project obtained approval through a Zoom meeting. However, with the
sudden quarantine, compliance with taking the education module may have been affected. The
doulas that work through the MnPDP could take the education module voluntarily. With
potential health scares, employment cuts, and new child care arrangements, participation from
the doulas may have been limited. COVID-19 has presented numerous challenges when
finishing our project as well. When finalizing the education module and proposing our project to
the committee, social distancing orders were taken into account. Our project committee had to
meet via Google Hangout and Zoom to continue making progress. While our committee had to
transition with these unprecedented times, the project remained on course.
As discussed in Chapter 3, the module only fulfills visual learning styles. The use of
pictures and charts to display our information was utilized to make the module visually pleasing
for participants. However, despite the presentation of information, doulas may not implement
the obtained knowledge into their practice. Additionally, incarcerated mothers may not
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positively receive the information provided on the pamphlet. Not being able to read the
pamphlet or choosing to ignore the signs of depression may result in missing a PPD diagnosis.
With the success of PPD diagnosis and treatment being dependent upon the prison’s policies,
cooperation, and available resources, incarcerated women may not receive effective treatment.
Continued education and understanding of PPD in the prison system remains important.
Statistical Analysis
This section will analyze the data collected from pre-test and post-test scores completed
by doulas of the Minnesota Prison Doula Project (MnPDP). Inferential statistics could not be
performed on the data set as there was no variability in pre-test scores and there were only five
participants. Instead, descriptive statistics were used to analyze incorrectly answered questions
and evaluate improvement.
Since each question was worth one point and each test had ten questions, a total of ten
points were possible. Pre-test and post-test questions can be found in appendix E. Five
questions on the pre-test were answered incorrectly by participants. Two participants answered
question four incorrectly, one participant answered question five incorrectly, two participants
answered question seven incorrectly, three participants answered question eight incorrectly, and
two participants answered question nine incorrectly. Question six was the only question
answered incorrectly on the post-test. The participant who answered this question incorrectly
had previously answered the question correctly on the pre-test. Through analysis of the test
questions, participants learned which assessment tool the MnPDP doulas use in practice, how
mild PPD is initially treated, the theory of why PPD develops, when a doula should contact a
social worker associated with MCF-Shakopee, and the effects PPD has on infants.
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Participants & Results
There were a total of five participants in the study. Demographics were not collected
from the population, however, all participants were required to be doulas associated with the
MnPDP. Informed consent was signed by all participants. Excel was used to analyze the results
and illustrate the findings of this project. The average score of the pre-test was 80% while the
average score of the post-test was 98%. Since each participant improved their score after
completing the education module, the goal of increasing awareness of PPD for doulas associated
with the MnPDP was accomplished. Table 1 shows how many questions each participant
answered correctly on both the pre-test and post-test as well as overall averages for each test.

Table 1. Pre-test and post-test scores with averages of each test.
Final Outcomes
The feedback from the doulas in addition to the research coordinator and program
director was extremely positive. The module was visually pleasing and easy to follow while the
information was concise, helpful, and comprehensive. As a result, all of the doulas who
participated in our project improved their test score after completing the module (Table 1). Due
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to the success of the module, it is being considered for continual use in the MnPDP and may be
sent to other states who are developing their own prison doula programs.
Future Projects
Successful diagnosis and treatment of PPD among incarcerated women is reliant on
further education and awareness. Doulas, prison staff, and incarcerated mothers need to be
cognizant of PPD and its presentation. Based on the efficacy of our project, the MnPDP aims to
provide this education module to their doulas moving forward. The MnPDP also hopes to pass
our module along to other institutions. The increased prevalence of PPD education in prison
settings and organizations that work with incarcerated women will streamline effective diagnosis
and treatment. As PPD is often overlooked, our hope is that our project will bring attention to
this diagnosis among incarcerated women.
If our project were to be repeated, the addition of voice overs and videos would be
beneficial. By making the education module interactive, more learning styles would be
considered. Similar information concerning PPD could also be presented to the doulas in person.
Instead of a self-led module, some doulas may benefit more from an in-person class.
Continuation of our project’s efforts will require partnership with the MnPDP. By having a
relationship with the MnPDP organization, additional service projects could be completed by
students in the future.
Conclusion
Within the last three decades, an eightfold increase has been observed for women
entering the United States prison system (Cropsey et al., 2007; Meine, 2018). This growth is
largely due to the enactment of drug laws (Rebecca Project, 2010). The prison population is at
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high risk for mental, physical, and social disorders due in part to the lack of regular access to
healthcare before incarceration (Cropsey, Wexler, Melnick, Taxman, & Young, 2007). It is
estimated that mental illness is two to five times higher in prison inmates than the general
population (Cropsey et al., 2007). Incarcerated women are at great risk for developing OCD,
dysthymia, substance use disorder, PTSD, and agoraphobia (Karlsson & Zielinski, 2018).
Among the 90% of prisons offering mental health counseling, a third have a non-standardized
way of assessment or do not have an assessment to evaluate disorders at all (Cropsey et al.,
2007).
The majority of women who become incarcerated are of child-bearing age and 5-10% are
pregnant. Ultimately, 90% of these women will end up giving birth while in prison (Baldwin,
Sobolewska, & Capper, 2018). Multiple risk factors, such as a history of depression, a stressful
life event during pregnancy, medical complications during childbirth, lack of support, or alcohol
and drug abuse can be seen in the incarcerated population (Bernard-Bonnin, 2004; Meine, 2018).
Due to the prevalence of these risk factors, the percentage of mother’s suffering with PPD in
prison is expected to be higher than in the general population (Bernard-Bonnin, 2004; Meine,
2018). Furthermore, adequate education, diagnosis, and management of PPD are severely
lacking in the prison system, and incarcerated women are not being properly diagnosed and
treated (Meine, 2018). Few, if any, studies or statistics have evaluated the prevalence of PPD in
the incarcerated population (Meine, 2018). Women with PPD need to have access to
knowledgeable professionals, like doulas, who are able to recognize PPD, provide advice and
support, and recommend other healthcare professionals, so that patients can receive appropriate
treatment (Martins & Gaffan, 2000).
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Through incorporation of a doula program, like the MnPDP, parenting education, skills,
and relationships can be fostered in incarcerated women. Another goal of the MnPDP is to
recognize, support, and provide resources to mothers regarding PPD, however, no formal
education was provided by the organization prior to this project. After discovering this need, a
PPD education module was created for doulas associated with the MnPDP. To accompany the
module, participating doulas completed a pre-test and post-test. Since all participants improved
their test scores, our module provided effective education on PPD. Additionally, a pamphlet was
created for incarcerated mothers to increase awareness and provide resources regarding PPD.
Throughout the duration of our project, we learned that there is limited research and
awareness of prison health care. Because of this, there is a lack of attention given to the
well-being of incarcerated women. We believe there should be a stronger focus on health care in
prisons, specifically the availability of resources for mental health. We also learned that women
in prison are at increased risk for developing PPD. This project has allowed a much-needed
conversation to begin. While we recognize that the law has to be enforced, incarcerated
individuals are still worthy of quality care. Women are typically arrested for sex and
drug-related crimes which are preceeded by a history of experiencing violence and abuse,
impoverished backgrounds, undereducation, and employment struggles (Ferszt & Clarke, 2012).
Acknowledging that incarcerated women and their children are a vulnerable population is the
first step towards change. Moving forward, we hope that incarcerated individuals are provided
with the compassion and resources necessary to heal and live a more fulfilling life.
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Appendix E: Pre-Test and Post-Test Questions
1. What is postpartum depression (PPD)?
a. Depression following childbirth
b. Depression with delusion and/or hallucinations
c. Depression that does not need treatment
d. Depression starting before childbirth
Correct answer: A
2. What is a risk factor for PPD?
a. Natural childbirth
b. Prior mental health disorder
c. Unhealthy diet during pregnancy
d. Large number of previous deliveries
Correct answer: B
3. What are signs and symptoms of PPD?
a. Excessive crying
b. Inability to feel joy
c. Difficulty sleeping
d. All of the above
Correct answer: D
4. What assessment tool is utilized by the Minnesota Prison Doula Project?
a. Adverse Childhood Experience Score
b. Edinburgh Postnatal Depression Scale (EPDS)
c. Patient Health Questionnaire-9 (PHQ-9)
d. National Depression Assessment Tool
Correct answer: C
5. How is mild PPD initially treated?
a. Antidepressant medication
b. Talk therapy
c. Antipsychotic medication
d. Eye movement desensitization and reprocessing
Correct answer: B
6. What is baby blues?
a. Significant sadness and anxiety
b. After birth, the baby turns blue due to lack of oxygen
c. Thoughts or actions of harming child or self
d. Feelings of mild unhappiness, worry, and fatigue after childbirth
Correct answer: D
7. What is a theory for the development of PPD?
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a. Exhaustion from taking care of a newborn
b. Breastfeeding decreases oxytocin in the body
c. Mood changes from sudden loss of estrogen and progesterone
d. Risk factors leading to stress on the body and mind after childbirth
Correct answer: C
8. When would you contact Erica Gerrety?
a. PHQ-9 score of 10
b. PHQ-9 score of 15
c. Positive answer to any 2 questions
d. EPDS score of 10
Correct answer: B
9. What are the effects of maternal PPD on infants?
a. Increased colic, difficulty sleeping, and avoidant attachment
b. Low IQ, attention difficulties, and special educational needs
c. Mood disorders, conduct disorders, and substance use disorders
d. Decreased interest in toys, delayed developmental milestones, and excessive
illness
Correct answer: A
10. Why are incarcerated women more prone to developing PPD?
a. More likely to have multiple risk factors
b. Separation from infants
c. More likely to have a history of mental illness
d. All of the above
Correct answer: D

